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I N T R O D U C T I O N  
One man in his time plays many parts… at first, the infant… then the whining schoolboy… 
then the lover… then a soldier… then the justice… The sixth age shifts… with spectacles on 
nose… and his big manly voice turning again toward childish treble… last scene of all… is 
second childishness and mere oblivion… (William Shakespeare’s the Seven Ages of Man, 
from As You Like It).   
Despite having been written around 400 years ago, William Shakespeare’s view of the roles that 
people play during their lives still resonates.  As they move through their lives and ‘play’ these 
different ‘parts’, it might be expected that different things are important to people, and that this might 
therefore affect their values.  In contrast, most measurement within health and social care, particularly 
among health economists, tends to start from the assumption that the outcome of interventions, 
treatments and service can be measured across these different stages of life with no, or almost no, 
change in what is being measured and how it is being valued.  Instead, quality of life is generally 
measured using so-called generic health status measures (i.e. measures that can, in theory, be applied 
across all interventions and to all population groups) [1]. 
There are huge advantages for decision-making in using a generic measure: such a measure maintains 
the consistency across evaluations and thus provides the comparability that enables decisions to be 
made about the relative allocation of resources to different treatments, interventions, services and 
programmes within health care.  There are, however, also disadvantages with the use of generic 
measures, with perhaps the most commonly considered relating to the sensitivity of the measures to 
different interventions for different conditions.  A less discussed issue is around whether different 
parts of the life course need different measures for an evaluation to properly capture benefit.  In part, 
this may depend upon the complexity of the measure.  One very simple measure of outcome that is 
relevant to both health and capability is mortality.  Whilst the importance, meaning and implications 
of mortality might be different for these different stages of life, as an objective measure, being alive or 
dead does, unambiguously, represent the same actual outcome at all these stages.  It could thus 
provide a measure that is applicable across the life course, even if its value differs at different stages 
of life.   
Once we move to more complex measures of health or capability wellbeing, however, both what it is 
important to measure and how it is valued may differ according to life stage.  In general, this problem 
is not well acknowledged in economic decision making in health, with its attempt to compress all 
decisions into the same outcomes framework, where the health benefits to infants, adults and the older 




concessions to difference are made in the case of children, but the approach within the mainstream has 
been to continue to utilise essentially the same measure (as, for instance, with the EuroQol Group’s 
EQ-5D-Y which slightly rewords the EQ-5D for children so that:  (i) the language is more simple, for 
example, “worried, sad or unhappy” replacing “anxious or depressed”; and (ii) relevant examples are 
introduced, for example, “going to school” and “playing” rather than “work, study, housework” 
within the ‘usual activities’ dimension [2]).  There are problems with this solution, however, in that 
many studies choose not to use these measures for children because of their perceived lack of 
appropriateness [3, 4]. New health measures for use with children are being developed [5-11], but it is 
not entirely clear how these should be used in economic evaluations that move across the life course; 
specifically, it is unclear where the shift in measures should occur, and how different measures should 
be related to one another within a decision making framework.   
So, although economic evaluation is inevitably reductionist because of the desire for comparability, it 
may be that this reductionism has gone too far in the case of the outcome measures used for economic 
decision making.  A capability framework might provide one means of conceding more divergence in 
what is measured and valued for those at different stages along the life course.  Indeed, the capability 
approach is open about the need for the possibility of the important domains of wellbeing being 
related to the particular context under consideration [12-15], and exploration of the life course might 
be one way of accounting for this whilst obtaining greater sensitivity in measurement but also 
retaining the generic nature of measures within stages of the life course.   
The capability approach has been developed through the work of Amartya Sen and others, including 
Sabine Alkire, Martha Nussbaum, and Ingrid Robeyns, over the last forty years [12-24].  It is 
essentially “a broad normative framework for the evaluation and assessment of individual well-being 
and social arrangements, the design of policies, and proposals about societal change” (Robyens [15], 
p. 352) that concentrates on changing the evaluative space from one that is focused on either resources 
(wealth or income) or utility (essentially happiness) to one that is focused on capability.  Capability is 
concerned with “functionings and capabilities to function” (Sen [12], p.32) where functionings for 
any individual are “the various things that he or she manages to do or be in leading a life” (Sen [12], 
p.31).  Capabilities are thus concerned with the freedom to live a life that is of value. 
Over recent years the capability approach has made inroads into many different sectors including 
health [25], with general interest in the approach from the perspectives of justice in health and health 
care [26-30] and from a focus on patient experience [31-33].  Capability approaches to economic 
decision making in health and social care have been increasingly advocated over recent years [34-38] 
and there is a rising number of capability-based instruments that have been developed for use in 
economic evaluation [39].  These include both measures intended to estimate impacts on capability in 
specific contexts - including mental health conditions [40], chronic pain [41] , public health [42] and 




measures include the ICECAP measures, which focus on whole populations at different stages of the 
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R E L A T I O N  T O  T H E  L I F E  C O U R S E :  T H E  
I C E C A P  M E A S U R E S  
There is evidence that health state [50] and happiness [51] vary across different stages of life, but this 
is not the same as asking whether the components of wellbeing (from a capability perspective, what is 
valued and what there is reason to value) differ as people move through different stages of life.  This 
question of what is valued, and what there is reason to value, is likely to depend on age, but also on 
the context in which that age is experienced.  The notion of the ‘life course’ brings together these two 
ideas [52].  The life course concept generally focuses on the interlinking between generation and age, 
such that influences on development are related both to the context and circumstances in which a 
person is born (their birth cohort) and the age of that person.  Development is thus related to historical 
context, current social norms, links between generations and previous choices made by the person, as 
well as the age of that person [52].  Many of these factors also seem to apply to the development of 
personal values.  A summary of the evidence by Hitlin and Paliavin, suggests that values are affected 
by many contextual factors including historical context and parental influences [53].  They also note, 
however, that “a temporal dimension about values is virtually absent from the literature” (Hitlin & 
Paliavin [53], p.384), suggesting that an important area for research is to determine what values 
individuals hold at particular points across the life course.   
The ICECAP measures provide a ‘family’ of measures to use in assessing capability wellbeing for 
economic evaluation and so may assist in exploring differences in values across the life course.  To 
date there are three ICECAP measures: the ICECAP-O (Older people) is a measure of the capability 
for a good life for older people [45, 46]; the ICECAP-A (Adult) is a measure of the capability for a 
good life for the whole adult population [48, 49]; and the ICECAP-SCM (Supportive Care Measure) 
[44, 47] is intended to measure the opportunity for a good death [54, 55].  Each of the measures has 
been developed in largely the same way (albeit with some small differences) beginning with a first 
stage of in-depth interviews to generate conceptual attributes for the measure and followed by a 
second stage of repeat interviews to check the conceptual attributes and generate meaningful wording 
for each of these attributes.  The third stage has generated values for each measure, using best-worst 
scaling [56, 57], and the fourth has involved the assessment of the measure in practice, considering 
issues such as feasibility of use, validity, reliability and sensitivity to change.   
The application of the capability approach within the ICECAP programme has started anew with the 
generation of measures for each stage of life so far considered.  As the development of attributes 




important to them in their lives, they can be used to consider the question of changing values across 
different stages of life, and they do provide evidence of such changes, with differences found between 
the different groups interviewed for the various ICECAP studies. Whilst ICECAP-O and ICECAP-A 
are broadly similar in terms of the values that seemed to be important to people there are some 
important differences that may reflect these life course issues.1  Three of the attributes are almost 
identical.  These are Attachment, Enjoyment and Autonomy/Control which appear in both measures 
with only minimal differences in wording.  There are greater differences with the two other attributes, 
however.   
The first of these is Achievement in ICECAP-A which has some similarities to the notion of Role in 
ICECAP-O but is not identical to it.  In the development paper, Achievement (ICECAP-A) is seen as 
going beyond Role (ICECAP-O) to “encompass progressing and excelling in life” (Al-Janabi [48], 
p.173) which may not be achieved purely by the presence of a role in life.  In the development work 
for ICECAP-A, the capability of achievement was “strongly related to their opportunities to be 
successful at work, to have a family and to own things” (Al-Janabi [48], p.171)   For an older 
population group, however, this ability to achieve, which might be important in earlier life, may have 
dissipated in importance.  This view is supported by work using thinkaloud techniques with ICECAP-
A to determine individuals’ thought processes as they complete the measure, which suggested that 
some older people struggle with the concept of Achievement, finding it difficult to relate the 
terminology within the measure to a stage of life where they are no longer seeking to progress [58].   
The second attribute where there are differences is Stability in ICECAP-A, which is similar to the 
attribute of Security in ICECAP-O.  The distinction between the two attributes was explained in the 
orgininal ICECAP-A paper as being between the emphasis on Stability “in the present (in terms of 
current feelings of comfort and continuity) as well as the future” (Al-Janabi [48], p.173), and the 
focus of Security on anxieties about the future and what might happen [45].  This focus on security 
appeared to reflect the greater uncertainty in the lives of older people about both their wealth and, 
particularly, their health.   
Overall, then, there do appear to be some distinctions across adult life, as reflected within the 
ICECAP measures.  These distinctions become very much larger, however, once the focus shifts from 
these stages of life that are primarily concerned with a good life, towards those that concentrate on the 
opportunity for a good death.   The ICECAP-SCM has much greater variation within its attributes, 
with these relating to general wellbeing (Choice, Love and affection, Preparation) as in the other two 
ICECAP measures, but also more directly to health (freedom from Physical suffering and Emotional 
                                                     
1 In-depth interviews for ICECAP-O included those aged 65 and over, whilst those for ICECAP-A included 




suffering) and to care (Support and Dignity).  Of course, unlike the other ‘ages of man’ which are 
sequential, end of life could come at any point in life and not just in Shakespeare’s “last scene of all... 
second childishness and mere oblivion, sans teeth, sans eyes, sans taste, sans everything”.  It thus 
differs more clearly both in nature and focus (a good death, rather than a good life) from the other 
stages.  Evidence from thinkaloud research also indicates that those individuals at the very end of life 
tended to find the ICECAP-SCM more appropriate to their situation than the ICECAP-A, whilst those 
earlier in the trajectory towards death thought that ICECAP-A was more relevant [59], again implying 
a shift in values across the life course.  
It seems, from the work on ICECAP so far, that it may be appropriate for capability measures to 
follow a life course approach in which values are elicited that are specific to the particular stage of life 
that a person is at, but in which these values are integrated into an overall framework to preserve the 
ability to make decisions across different stages of the life course.  It is also important to note that, in 
keeping with life course approaches, the values expressed in the ICECAP measures are directly 
related to the context (of an industrialised society in the early 21st century) in which they were 
generated.  Life course approaches would suggest that the values obtained for the ICECAP measures 
are likely to be related to the context in which people live, the rapidly changing social norms that have 
been experienced over the period of their lives, the values that come from the influence of their family 
and the generations before, and the choices that have led them to their current situation, as well as the 
indidual’s stage of life.  It should be noted, therefore, that the attributes within the measures are not 
just related to stage of life, but are inextricably bound with their historical and social context.  Indeed, 
the first ICECAP paper, which resulted in the generation of the attributes for ICECAP-O noted this 
importance of context, commenting that “on no occasion was the basic capability of nourishment that 
is the focus of many of Sen’s examples discussed by informants” (Grewal [45], p.1899).  This is 
almost certainly related to the context of the particular UK society at the time that interviews were 
undertaken, and contrasts with other work in LMICs [43].  In taking forward a life course approach to 
measurement and valuation, it will be important to focus not just on stage of life, but also these other 
aspects of context, particularly when considering the generalisability of findings.  Nevertheless, even 





A N  A G E N D A  F O R  R E S E A R C H :  P O P U L A T I N G  A  
C A P A B I L I T Y  F R A M E W O R K  A C R O S S  T H E  L I F E  
C O U S E  
As yet, there is no ICECAP measure developed for use with children, and a paucity of work on values 
across the life course.  To fully elaborate a capability framework across the life course therefore 
seems to require two major research endeavours.  The first is to generate appropriate measures for 
children; the second is to develop a framework in which these different elements come together.   
There are a number of issues in extending the ICECAP framework to children.  First, there is the 
question of how many stages of life childhood encompasses.  Shakespeare clearly sees at least two 
(‘infant’ and ‘schoolboy’), but ‘the lover’ could perhaps be seen as the stage of adolescence, a time 
which has also been referred to as ‘emerging adulthood’ [60], and more stages may be required to 
fully encompass issues of child development.  Values may differ across these different stages of 
childhood and so it is important to understand and account for these different stages. A second issue 
that is specific to children, is the need to focus on both well-being and well-becoming, where the 
former is concerned with current well-being and the latter is concerned more with the opportunities 
for development that a child has.  The focus on measuring benefits to children outside of health 
economics has, until recently, focused on well-becoming and is now changing to encompass both 
perspectives [61].  In contrast, in health economics insofar as health benefits to children have been 
distinguished from those for adults, they have largely focused on well-being rather than well-
becoming [2, 62].  In taking forwards a capability approach that covers the childhood element of the 
life course, it seems important to focus on “opportunities for present and future functioning” (Biggeri 
& Santi [63], p.375) – on both wellbeing and well-becoming – as both are likely to form important 
components of value during these stages of life that are so important for development.  Linked with 
this issue of well-being and well-becoming, are questions of the logistics of gaining information from 
children and young people, particularly those of very young age, and the question of whose views are 
most appropriate to use in decision making across the different stages of childhood.   
Generating a framework of measures that operate throughout the life course requires a means of 
integrating these different measures such that decisions can be made across the life course, not for just 
one element of it.  To ensure that this is possible, it is key that the different measures are similar in 
their construction: that they are developed using similar methods, valued using similar methods and 
anchored at the same points.  To date, this is the case for the ICECAP measures, which have all been 
generated from in-depth interviews with the relevant population, valued using best-worst scaling, and 




are meaningful, then it should be possible to shift between measures, although some evidence that this 
is the case would be important.  If it is assumed that it is feasible to shift between measures, then there 
are important questions about the nature of that shift, including whether it should be related to 
chronological age (apart from the move into end of life which is determined more by likely prognosis) 
or by some other factor such as cognitive ability, and whether the shift should be immediate on 
reaching a particular point (e.g. age) or involve a more gradual transfer between instruments.  As yet, 
there has been little thought given to these issues in the published literature and it is clear that both 
normative and methodological research would be needed, with exploratory research required with 
both respondents to the measures and policy makers.  It should be noted that these issues are of wider 
concern: moving from a preference-based child health measure to a preference-based adult health 
measure to generate QALYs across the life course raises similar challenges.   
 
To conclude, utilising capability measures within a life course approach is not something that has 
been previously considered, yet it sits well with the general principles of Sen’s view of the capability 
approach, in which context is important in determining the objects of value.  Although this inevitably 
requires a more complex approach to economic decision making, the benefits of capturing what is 
actually important to people at different stages of their lives, may make the additional complexity 
worthwhile.  Life course approaches to capability measurement may therefore offer a promising 
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